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Cautious Optimism: Keynote for 1957 


by James E. Perkins, M.D. 


Managing Director, National Tuberculosis Association 


Three, 10, 22, 17, and 7—these figures cause me to 
write my annual January BULLETIN editorial with less 
optimism than I have in recent years, since they repre- 
sent the average annual percentage decreases in the 
tuberculosis death rates for the United States during the 
following respective periods, 1939-1945, 1945-1951, 1951- 
1953, 1953-1954, and 1954-1955, as reported by the Na- 
tional Office of Vital Statistics, United States Department 
of Health, Education, and Welfare. 

As the new drugs against tuberculosis began to become 
widely used, and as I observed the progressively ac- 
celerating decline in the tuberculosis death rate from 3 to 
10 to 22, I had hoped that the arch of the tuberculosis 
mortality curve would continue its nose dive until it had 
become almost vertical and had slammed down essen- 
tially to the zero line in a brief period of time. Instead, 
it is straightening out again. 

What does this mean? 

Does it mean that deaths were merely postponed for a 
rather short period of time? It had been hoped that the 
successfully treated patients would be able to lead essen- 
tially normal lives and would experience death rates 
comparable with others of the same age and sex who had 
not suffered active tuberculosis. 

Is it a reflection of the development of progressive 
resistance on the part of our notoriously stubborn and 
hardy enemy the Mycobacterium tuberculosis? Bacterio- 
logical studies do not seem to indicate this is an im- 
portant factor. 

Is it a reflection of failure to observe as carefully as 


before the disciplined life that many years of dealing. 


with tuberculosis has indicated is of great value in con- 
quering tuberculous disease and holding it in check? 
I refer to such things as an adequate period of hospital- 
ization, care under a specialist in the field of thoracology, 
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and continued medical and nursing supervision following 
hospitalization. The extensive cross-sectional studies of 
the U. S. Public Health Service of non-hospitalized TB 
patients seem to indicate clearly that such discipline has 
been markedly relaxed in recent years. 

Whatever the explanation, these figures indicate that 
the cautious warnings at the height of the excessive 
optimism when the new drugs first began to be used 
extensively were not those of reactionaries crying wolf, 

Nor do the official figures on newly reported cases give 
us much reason for great optimism, with only a 2 per 
cent drop in the number of newly reported cases in 1955 
compared with 1954. 

Unfortunately, we have not yet established a good 
system of cross-section sampling of the population on 
reactions to tuberculin with a standardized product and 
a standardized technique by which we can judge the 
annual variation in the spread of infection throughout 
the country. The National Tuberculosis Association, in 
cooperation with the PHS, has been working on develop- 
ing such a cross-sectional criterion. However, until we 
learn the best method of conducting and reading the 
tuberculin test, and how to establish the machinery for 
such cross-section studies, this is not a practical national 
guide to progress in the control of tuberculosis. 

The slackening of the decline in the death rate may 
temper the tendency in some quarters to think that the 
tuberculosis problem is solved. It is interesting that the 
general public does not seem to have developed an atti- 
tude of apathy toward the tuberculosis problem as much 
as have the trained professional people, who should be the 
ones best informed and most cautious. A recent Gallup 
poll indicated that the general public shows no appreci- 
able apathy about the tuberculosis problem. This was 
further indicated by the more (Continued on page 15) 
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TB and the Environment 


What Effect Do Social and Economic Factors Have 
on the Prevalence of TB? A Study Made by the New York 
Association Provides Some Significant Answers 


Not too many years ago, people still 
called tuberculosis consumption or the 
White Plague and viewed it as an act 
of fate. Today, advances in medicine, 
surgery, and public health have done 
much to curtail the spread of the dis- 
ease and prolong the lives of the 
afflicted, but tuberculosis continues to 
be a serious problem. Why? 

The answer, in part, may lie in the 
environment. The idea is not new that 
social and economic conditions—in- 
come, housing, sanitation, overcrowd- 
ing, medical care, occupation—influ- 
ence the disease rates of a community. 
In the past, studies have been made in 
New York City and a few other cities 
of the relationship between socioeco- 
nomic factors and tuberculosis death 
rates, based on the areas in which peo- 
ple died. However, no study had been 
made of the relationship between these 
factors and tuberculosis prevalence 
rates based on the areas in which people 
lived when they became ill. 


TB Prevalence Study Made 

To provide up-to-date factual evi- 
dence of the relationship of socioeco- 
nomic conditions and _ tuberculosis 
prevalence in New York City, a study 
was begun by the New York Tuber- 
culosis and Health Association two 
years ago. The National Tuberculosis 
Association gave financial and consul- 
tative assistance. The major portion of 
the study dealt with the association of 
tuberculosis prevalence with housing 
and income. Crowding, unemployment, 
population characteristics, and juvenile 
delinquency were also considered. 

Prevalence rates were based on the 
average number of active tuberculosis 
cases known during the years 1949, 
1950, and 1951, which equaled the 
number of active tuberculosis cases 


known on the first day of the year, plus 
the new cases reported and the smaller 
number of old cases resumed during 
the year. 

The study proved “beyond reason- 
able doubt” that high rates of tuber- 
culosis prevalence are more generally 
found in areas of poor housing and low 
income, and conversely, that low prev- 
alence rates are found in areas of 
better housing and higher income. 

This does not mean that environment 
is the sole factor in promoting the 
spread of tuberculosis, since many per- 
sons living in unfavorable conditions 
do not develop the disease. Other fac- 
tors combined with poor standards of 


living precipitate breakdown. Never-. 


theless, it is evident that substandard 
living conditions cannot be overlooked 
or ignored. 


A Broad Attack Needed 


The inescapable fact, emphasized in 
this survey, is that total control and 
hoped-for eradication of tuberculosis 
will require more than medical care and 
current public health measures. Con- 
certed attacks must also be launched 
on unsatisfactory social and economic 
conditions which encourage continued 
high tuberculosis prevalence. Undoubt- 
edly, an informed public will support 
campaigns for slum clearance, rede- 
velopment, and low-cost housing for 
low-income families if the staggering 
cost of neglect is fully appreciated. 


This study about New York City 
can serve as a guide for investigations 
in other communities. Similar surveys 
in cities where the basic data are avail- 
able by census tracts would help in 
planning tuberculosis control programs. 
Investigations in other cities might 
show different relationships between 
socioeconomic status and tuberculosis 
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or reveal other factors that have con- 
tributed to the onset of tuberculosis. 

As the largest city in the United 
States, New York is, in a sense, an out- 
of-the-ordinary social laboratory. More 
than eight million people of different 
races and national origin are crowded 
into an area of slightly over three hun- 
dred square miles. The five boroughs 
that comprise the city are quite differ- 
ent from one another. 


Revealing Comparisons 


Comparisons of tuberculosis rates 
and socioeconomic indices of the bor- 
oughs were revealing. For example, in 
the congested borough of Manhattan, 
the tuberculosis prevalence rate was 
665 per 100,000, but in residential 
Queens, the rate was 252 per 100,000. 
In 1950, the median annual family in- 
come in Manhattan was $3,073; in 
Queens, it was $4,121. In Manhattan, 
18.5 per cent of the dwelling units were 
dilapidated, in contrast with 4.7 per 
cent in Queens. 

The five boroughs of New York 
City consist of 30 health center dis- 
tricts, each of which is, in turn, divided 
into health areas. There are 348 health 
areas, with an average population of 
23,000 each. 

In 10 health areas in Manhattan, 
something of a record high was set, 
with tuberculosis prevalence rates 
ranging from 1,087 to 2,392 cases per 
100,000 population. In these areas the 
median family income was from $1,778 
to $2,637 ; the proportion of substand- 
ard dwellings, from 19.1 to 57.5 per 
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cent. On the other hand, a record low 
was set in 10 health areas in Brooklyn, 
where the tuberculosis prevalence rates 
ranged from 59 to 113 cases per 100,- 
000. Family income averaged from 
$3,701 to $4,798, and only 0.8 to 2.4 
per cent of the dwellings were below 


standard. 


For each health center district, the 
relationship of the tuberculosis rates 
and socioeconomic indices of the health 
areas was Similar. In every district, 
tuberculosis prevalence rates were, in 
general, lower in health areas with 
higher income and better housing. 

In New York City as a whole, the 
correlation between tuberculosis prev- 
alence and dilapidated housing was 
somewhat higher than that between 
tuberculosis and median family income. 
Housing was also more highly cor- 
related with tuberculosis than income 
in Manhattan and Brooklyn, the older 
boroughs of the city, which have many 
areas with poor housing conditions. 
But in the Bronx and Queens, where 
housing conditions are more uniform, 
the correlation of tuberculosis with 
income was greater than that with 
housing. 

It was also found that tuberculosis 
rates were highest in the sections where 
the proportion of the population re- 
ceiving public assistance was high, and 
lowest where the proportion receiving 
public assistance was comparatively 
low. In areas of low income and poor 
housing, with high tuberculosis preva- 
lence rates, there was considerable 
overcrowding and a high proportion 
of unemployment. Juvenile delin- 
quency rates were somewhat high also. 
In sections of comparatively high 
income and good housing, with low 
tuberculosis prevalence rates, these 
social conditions were substantially 
better. 


It can be concluded from the basic 
information gathered that in New 
York City there is a close association 
between tuberculosis prevalence and 
housing and income. 

Better standards of living in society 
as a whole have helped increase re- 
sistance to tuberculosis. Surely the 
time has now come for an assault on 
the specific remaining social and eco- 
nomic deterrents to the mastering of 
this disease. 


Plans for 
Annual 
Meeting 


Former NTA President, 
Dr. Thompson, Dies 


Dr. Rollin Thompson, former presi- 
dent of the National Tuberculosis 
Association, member of the NTA 
Board of Directors from 1943 to 1956, 
and member of the American Trudeau 
Society, died on November 25, at the 
age of 66. 

After graduating from the Univer- 
sity of Illinois medical school, he in- 
terned at the Milwaukee county hos- 
pital and was a junior resident at 
Muirdale, the Milwaukee county 


ROGRAM plans for the NTA An. 

nual Meeting, Kansas City, Mo., 
May 5-10, were worked out by the Gen. 
eral Program Committee at a meeting 
in Kansas City on October 19-20, Here, 
committee members Gerald Fry, Dr. 
Edward J. Welch, Herbert C. DeYo 
Miss Doris Roberts, and John H. Bidd 
study layout of the Kansas City Munici- 

| idiiediatn which will be meeting 
Setbenarten, shown to them by Robert 
B. Coyner, manager, Kansas City Con 
vention Bureau. Other committee mem- 
bers are Dr. Michael L. Furcolow, Fred 
Bellemere, Jr., and Dr. Edward T. Blom 
quist. Hotel reservation forms may be 
obtained from the NTA. 


tuberculosis sanatorium. In 1925 he 
became superintendent of the Fair- 
mount Hospital, in Kalamazoo, 
Michigan, and in 1929 became super 
intendent of the Wisconsin state sana- 
torium. He left this post in 1938 to 
become superintendent and medical 
director of the Central Florida State 
Sanatorium. From 1949 to 1950 he 
was superintendent and medical diret- 
tor of the La Vina, California, TB 
sanatorium, and held the same post at 
the Southeast Florida TB sanatorium 
from 1950 to 1951. He was also 
past president of the Southern Tuber- 
culosis Conference. 
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Our Changing Population 


By Adapting Our Tuberculosis Control Programs 


to Changes in the Population, We Will Take a 


Major Step Forward in the Fight Against TB 


Some events that have the most far- 
reaching consequences for program 
planning in any field take place almost 
unnoticed. Changes in an area’s popu- 
lation are an example of this un- 
observed process. If the total popula- 
tion of an area does not change from 
one census period to another, it is easy 
to assume that nothing of consequence 
has happened. 

Such an assumption is often far 
from valid. Many things can and do 
happen without a marked change in the 
total size of the population. Within a 
given period of time, the number of 
families can increase or decrease. The 
size and nature of the labor force can 
alter drastically. The age or racial 
composition of the population can 
change, so that at the end of a period, 
few who originally lived in the area 
are still around. 


Guesses Are a Luxury 


All these population changes have 
implications for the types of commu- 
nity services needed in that area. Obvi- 
ously, in planning a medical facility, 
it is necessary to know, among other 
things, whether the facility is intended 
for general or for special use. If for 
the latter, is it to be used for children or 
for adults? Similarly, in planning a 
tuberculosis control program or any 
part of it, specific information should 
be secured about the population to be 
served. When information is available, 
guesses become a luxury. It may not be 
obvious that the sort of information 
needed for planning health education 
1S not necessarily the same as is needed 
for case finding, or for public relations, 
or for fund raising. 

For example, information about the 
population that is producing tuberculo- 
sis and the population that will pro- 
duce the tuberculosis of the future is 


not needed as much for fund-raising 
as for case-finding purposes. Authori- 
ties agree that the bulk of active cases 
now developing are coming from per- 
sons previously infected. Future active 
cases will come from persons now in- 
fected and those who will be infected 
from present active cases. Some of the 
general characteristics of these people 
are known, but specific information is 
lacking. 


Future Cases 


The proportion of future cases that 
will develop from present and future 
infections depends logically on how 
far into the future one looks. Obvi- 
ously, unless the life span of man is 
radically changed, none of the tuber- 
culosis cases of 2057 will come from 
persons now alive and infected. By the 
year 2000, however, many persons now 
infected with the tubercle bacillus will 
still be alive and, so far as is known, 
still contributing substantial numbers 
to the total cases of new tuberculosis 
reported each year. 

The bits of knowledge that are avail- 
able about the population of infected 
persons warrant careful consideration 
in program planning. The average age 
of the people who make up this group 
is increasing, probably because the rate 
of new infection among young people 
has been reduced. Thus, the population 
of infected persons takes on the char- 
acteristics of a group of survivors of 
high past infection rates. Two missing 
items of information must be supplied 
before understanding of the infected 
population can be substantially im- 
proved: knowledge of the infection 
rate in adults, and knowledge of the 
extent to which infections are elim- 
inated through natural processes. Even 
though there are serious gaps in exist- 
ing knowledge of the infected popula- 
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tion, enough is known to serve as a 
better foundation for program than the 
guesses which have often served in the 


past. 


Some Facts and Some Inferences 


This fund of general information in- 
cludes the following items: At this 
stage in the history of tuberculosis, it 
appears that the older a person is, the 
more likely he is to be infected. There 
is some reason to suspect that the 
habitué of skid row is more likely to 
be infected than his contemporary in 
the town’s leading club. Therefore, it 
makes more case-finding sense to take 
the mobile X-ray screening unit to the 
old ladies’ home than to park it outside 
the women’s club. It is almost certain 
that more infection will be found in 
the factory than in the school. 

In the absence of better information 
on infection, a good deal can be in- 
ferred from case and death rates. In 
areas even as small as neighborhoods, 
infection rates will be high where death 
and morbidity rates are high. The three 
measures—infection, morbidity, and 
death—go together in any direction. 
The word “rate” reminds us that often 
more than one type of information is 
needed. Because case, death, and infec- 
tion rates are calculated in relation to 
the total population, information about 
the total population is required for 
rounded comprehension of the tuber- 
culous population. 

Marked changes have occurred and 
are occurring in the population. For the 
most part, these changes have been well 
reported to the public, but it is not so 
certain that the reports have been read. 
We may have noted the mushrooming 
growth of some suburban areas, but 
have we comprehended, for instance, 
that increases of up to 25 per cent in 
the total number of dwelling units in 
some established areas have not been 
accompanied by an appreciable change 
in the total population? 

The size of the labor force and the 
number of families have grown much 
faster in recent years than has the size 
of the total population. For many 
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years, immigration has been a negli- 
gible factor in the increase in this coun- 
try’s population. Within various states, 
however, migration from other states 
has been the most important single fac- 
tor in the change of population size. 
Arizona, Florida, and Nevada had pop- 
ulation increases of more than a third 
between April, 1950, and July, 1956. 
California, Colorado, Delaware, and 
Maryland had population increases 
during the same period of less than a 
third but more than a fifth. The popu- 
lation decreased in Arkansas, Maine, 
Mississippi, Vermont, and West Vir- 
ginia. 

Sometimes the home folks do not 
agree, but population loss in an area is 
generally from the segment of younger, 
more ambitious, or more adventurous 
persons. The age portion of this argu- 
ment can be documented; the other 
factors are largely matters of conjec- 
ture. 


Changes in Age Groups 


Present and future changes in the 
age composititon of the population have 
some profound implications for pro- 
gram and financing. There is general 
awareness of the great increase in the 
birth rate which began in the mid- 
1940’s. The sequel of this increase in 
terms of pressure on classroom and 
hospital. facilities and on other com- 
munity resources has been forcibly 
registered on the consciousness of 
many communities. The equally rapid 
increase in the population of persons 
over 65 has not been so well registered 
or reflected in the development of com- 
munity resources. 

What has been the nature of some 
of these changes in the United States? 
As of the middle of 1955, over one- 
third (59,440,000 persons) of the civil- 
ian population were under 20. A third 
(55,400,000 persons) were 20 to 44 
years of age, and somewhat less than 
30 per cent were 45 years of age or 
older. In 1880, almost half our popula- 
tion, 48 per cent, were under 20, and 
only 16 per cent were 45 and older. In 
the period 1950-1955, there was a 16 
per cent increase in the population un- 
der 20, a one per cent decrease in the 
population 20 to 44, and a 10 per cent 
increase in the population 45 and older. 
In Alabama, Arkansas, the District of 
Columbia, Maine, Mississippi, Okla- 


6 


homa, and Wyoming, the decrease in 
the population from 18 to 44 exceeded 
10 per cent. 


A Look at the Future 


Forecasts for the period 1955-1975 
indicate an increase in the age group 45 
and over of more than fifteen million. 
The age group under 20 will increase 
more than eighteen million, assuming 
fertility rates remain at the 1950-1953 
level until 1965 and then drop to rough- 
ly the prewar level by 1975. Current 
forecasts indicate an actual, as well as 
a percentage, decrease in the age group 
35 to 44 between 1955 and 1975. In 
using these forecasts, it is well to re- 
member that all persons who will be 
more than 20 years old in 1975 are 
already here, and assumptions about 
death rates can be quite accurate. As- 
sumptions about the population under 
age 20 in 1975 involve a forecast of 
fertility rates. 

The percentage of persons over 65 
in the labor force has dropped since the 
turn of the century, and recent at- 
tempts to modify the arbitrary concept 
and practice of retirement at 65 have 
not interrupted this trend. Our popu- 
lation is increasingly an urban one, 
whose problems of adjustment to age 
are greater than among their rural 
counterparts. From an economic stand- 
point, increases in the number of de- 
pendents over 65 have been more than 
offset by decreases in the total number 
of dependents to be supported per 
worker. This has been largely due to 
expansion of the labor force, particu- 


larly the large-scale movement of ’ 


women out of the dependent classifica- 
tion into the labor force. 

The prudent interpretation of these 
recent and predicted changes does not 
lead public health workers to anticipate 
a rapid decrease in tuberculosis, unless 
a way to deal directly with infection is 
found. In terms of community plan- 
ning and planning for health facilities, 
the outlook is for greatly increased 
numbers of people with chronic dis- 
ease. If the favorable trend in relation- 
ships between dependents and workers 
is to continue, the percentage of per- 
sons of labor-force age actually in the 
labor force must continue to increase. 
If the labor force should fail to in- 
crease, some greatly revised notions 
about dependency must occur unless 


great strides are made in labor prodye. 
tivity. 

The problems posed by our changing 
population are great, but if intelligent. 
ly anticipated, as they can be, offer no 
cause for alarm. If ignored, these 
population changes can leave us with 
health programs that are anachronistic, 
inadequate, and inexcusable. 


Lasker Awards 
Former NTA president is 


one of nine scientists 


and groups to be honored 


Dr. William P. Shepard, former 
president of the National Tubercu- 
losis Association, and vice president 
for health and welfare, Metropolitan 
Life Insurance Company, was one of 
seven scientists and two health or. 
ganizations to receive the 1956 Albert 
Lasker Awards. He was cited for “in- 
fluencing the health of all Americans 
as a pioneering industrial health 
physician, health educator, and gov- 
ernment adviser.” 

The Food and Drug Administra- 
tion, of the Department of Health, 
Education, and Welfare, received a 
group award for a “half century of 
public service in safeguarding the 
American people against contami- 
nated or misrepresented products, and 
achieving a deserved public conf- 
dence.” 

Other winners were Drs. Alan 
Gregg, Jonas E. Salk, V. Everett Kin- 
sey, Arnall Patz, Karl Meyer, and 
Francis O. Schmitt, and the Medical 
Care Program of the United Mine 
Workers of America Welfare and Re- 
tirement Fund. 


New TB Section 

The American Academy of Pedi- 
atrics established a Section on Tuber- 
culosis and Chest Diseases at its 25th 
annual meeting in New York City last 
October. This action gave forma 
status to a committee on tuberculosis 
that had been previously organized un- 
der the leadership of Dr. Edith Lir 
coln. Dr. Lincoln, who receives a medi- 
cal research grant from the National 
Tuberculosis Association and is a ment 
ber of the American Trudeau Society, 
will head the new section. 
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The ATS Committee on Administrative 
Problems Has Issued a Statement Concerning 
The Importance of Giving the Tuberculous Adequate . . . 


Tuberculosis is a long-term infec- 
tious disease that is aggravated by a 
variety of dietary and socioeconomic 
factors which can be improved to a 
large extent. 

There is abundant evidence that an 
adequate diet builds bodily resistance. 
A diet adequate in proteins, carbohy- 
drates, vitamins, citrus fruits, and 
vegetables is essential in incveasing 
bodily resistance to all diseases as 
well as tuberculosis. 

The public welfare departments 
have developed, through conferences 
with nutritionists and home econo- 
mists, a standard dietary for the aver- 
age normal individual and his family. 
However, this diet is inadequate for 
the tuberculous individual, and does 
not provide the protective amounts of 
milk, citrus fruits, and vegetables that 
build resistance against tuberculosis 
in members of his family. The patient 
and his family should therefore be 
provided with a supplemental diet 
allowance from the time tuberculosis 
is first detected until the patient is 
re-established on a job. Certain fami- 
lies will present specific problems, and 
additional allowance may be sound 
procedure for an indefinite period, 
depending upon the facts in each in- 
stance, 


Socioeconomic Factors 

There is evidence to show that 
socioeconomic factors—income, hous- 
ing, and other basic needs for living 
a reasonable existence—have an effect 
on the emotional and psychological 
reactions of the patient. Many tuber- 
culosis patients come from the ordi- 
narily self-sufficient levels of society, 
whose members can support them- 
selves when in good health. How- 
ever, because tuberculosis frequently 
strikes the breadwinner, such families 
may have to accept public relief, 
which often means they must sacrifice 


Financial Assistance 


many of their concepts of self-respect- 
ing modes of life. Often there follows 
an unwillingness to accept hospital 
care or to remain until discharged 
with medical advice. Too often, also, 
the tuberculous person returns to a 
jub before he is physically able. Many 
relapses are due to this chain of cir- 
cumstances. 

Tuberculosis is a communicable 
disease and a responsibility of tax- 
supported public services. To a large 
extent, tax funds support our hos- 
pitals, clinics, and nursing services. 
This investment in detecting and 
treating the disease is considerable 


This statement was prepared by the 
American Trudeau Society Commit- 
tee on Administrative Problems, 
which is headed by Dr. Herbert R. 
Edwards. Other committee members 
are Drs. Sumner S. Cohen, Richard 
Nauen, C. Gerald Scarborough, and 
Cedric Northrop. 


and too often nullified by the failure 
of government to provide the other 
essential needs of these families, to 
maintain in the patient a stage of in- 
activity of the tuberculosis process 
once achieved, and to build resistance 
in other members of the family to pre- 
vent the development of new disease. 

The disease is characterized by its 
chronicity and tendency to relapse. 
Thus, preventive measures should 
start at the time the disease is dis- 
covered and continue for a period of 
time that will carry the diseased in- 
dividual through his therapy and re- 
habilitation to a productive capacity. 
The emotional and psychological fac- 
tors in the patient and his family can 
be upset when these persons are 
forced to subsist on a substandard 


level. Thus, it is sound economy to 
minimize, as far as possible, the con- 
ditions that bring about these situa- 
tions. 

Families living in substandard 
housing should be placed in sani- 
tary, light, and airy accommodations. 
Families living in independent hous- 
ing should not be forced into less 
adequate quarters as an economy 
measure. 

Dental services are essential for the 
tuberculous individual and his family. 
These are usually difficult to obtain 
or nonexistent. Good dentures mean 
proper mastication of food and thus 
help build basic resistance. Also, they 
improve appearance and are impor- 
tant in building self-confidence in the 
individual searching for a job. 

Under proper medical guidance and 
with the assets of modern drug and 
surgical therapy, patients can be 
treated with greater facility, requiring 
shorter periods in the hospital. Evi- 
dence thus far does not indicate a 
greater relapse rate than under for- 
mer methods of treatment. There is 
reason to believe that if the disease is 
detected earlier, the benefits will be 
more certain. 

There is abundant evidence that 
many tuberculous persons subjected 
to modern therapy can be rehabili- 
tated and placed in productive jobs. 
The rehabilitation process should 
start when the diagnosis is made, by 
an evaluation of the potentialities of 
the individual. The patient’s former 
job may be satisfactory. If not, plans 
can be made to start training for a 
more suitable occupation. This re- 
quires time, and must often be started 
on a part-time basis in keeping with 
the patient’s physical ability. As a 
rule, this training can be started be- 
fore the patient leaves the hospital. 


Helping the Patient Adjust 

The same protective procedures 
previously outlined are essential for 
patient and family, and the patient 
should not be hurried to get on a 
full-time job until his training is com- 
plete and his physical condition war- 
rants an eight-hour workday. It is 
during this period that public assist- 
ance should be responsible for provid- 
ing carfare, lunch allowance, and 
other extras the patient requires to 
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help. him adjust normally to his job. 

The foregoing statement was pre- 
pared on the situation as it exists to- 
day. It should be pointed out, how- 
ever, that recent legislation will make 
possible implementation of these 
recommendations and improvement in 
the care of the needy tuberculous and 

_their families in most states. 

At the last session of the U. S. Con- 
gress, certain amendments to the 
Public Assistance Titles of the Social 
Security Act were passed, effective 
October 1, 1956. These provisions 
make additional federal funds avail- 
able to state public welfare agencies 
to enable them to meet more ade- 
quately the needs of assistance recipi- 
ents: to pay for medical care not 
otherwise provided for assistance re- 
cipients and for the medically needy, 
to provide welfare services, to obtain 
more trained staff by granting schol- 
arships and stipends for professional 
training of social workers, and to 
undertake social research and demon- 
stration projects especially related to 
the reduction of dependency. 


Since public welfare programs are 
a state responsibility, each state must 
determine how it can benefit from 
these amendments. Some states may 
require additional appropriations to 
take advantage of some of the amend- 
ments. Others may find it possible, 
by allocations from existing appro- 
priations, to begin operation imme- 
diately. 

If the needy tuberculosis patients 
and their families are to benefit from 
these additional resources, tubercu- 
losis associations and other interested 
agencies should bring the special 
needs of the tuberculous to the atten- 
tion of the public assistance agencies 
—local and state. 


Community Directory 


A new directory of local resources 
for TB patients and their families has 
been published by the Marion County 
(Ind.) Tuberculosis Association and 
sent to all Indianapolis and Marion 
County doctors and public health 
nurses. The publication lists medical 
facilities and nursing, family, finan- 
cial, and vocational services available 
in the community. 


Dr. Alvarez 
Speaker at 
TB Meeting 


D* WALTER C. ALVAREZ (center) emeri. 
tus consultant in medicine, Mayo Clinic, 
arrives in Birmingham to serve as principal 
speaker at the Alabama Tuberculosis Asso- 
ciation's annual meeting, on October 2. 
Among his greeters are Drs. E. B. Glenn, Otis 


Jordan, and E. Dice Lienberry, and Mayor 
James E, Morgan and W. D. Kendrick. Com- 
menting on the meeting in his syndicated 
newspaper column, Dr. Alvarez emphasized 
the magnitude of the TB problem, citing the 
number of annual deaths, of cases receiving 
no care, and of active and inactive cases. 


Several Trudeau Sections 
Elect New Officers 


The following state and regional 


Trudeau Sections have elected new 


officers: 


Eastern: president, Dr. John C. 
Ham; vice president, Dr. Frederick 
Beck; secretary-treasurer, Dr. James 
H. Cullen. 


Alabama: president, Dr. Arthur A. 
Calix; vice president, Dr. William J. 
Tally ; secretary-treasurer, Dr. W. J. 
Donald. 


Connecticut: president, Dr. William 
J. Lahey; vice president, Dr. Max G. 
Carter; secretary-treasurer, Dr. Regi- 
nald C. Edson. 


Minnesota: president, Dr. Herbert 
W. Schmidt; vice president, Dr. 
Robert Schmidt; secretary-treasurer, 
Dr. Earl T. Opstad. 


Ralph Susman Joins NTA 
Rehabilitation Divisio 


Ralph W. Susman has recently be- 
come an associate in the NTA Rehabil- 
itation Division, where he will provide 
consultation service to state and local 
affiliates in initiating, developing, eval 
uating, and improving rehabilitation 
services for the tuberculous. 

Mr. Susman was formerly rehabil 
itation director for the Tuberculosis 
Institute of Chicago and Cook County. 
He has also been director of rehabil 
tation for the Colorado Tuberculoss 
Association, done tuberculosis rehabili 
tation work at the Herman Kiefer 
Hospital, Detroit, and developed 4 
rehabilitation program for the Ua 
Forest Tuberculosis Hospital, in Iih- 
nois. He has an M.A. in counseling 
from Northwestern University ant 
has done postgraduate work at the Unt 
versities of Wayne and Michigan. 
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Let’s Face Facts 


Tuberculosis Associations and Welfare Administrators 


Can Contribute to the Success of Each Other’s Programs 
by Learning to Act in Accordance with the Facts 


Until I was forced to stir around 
toget some material together for this 
paper, 1 had been rather comfortably 
asleep on the matter of tuberculosis. 

We administrators are now pre- 
occupied with the problems of cere- 
bral palsy, mental retardation, emo- 
tional disturbances of children, the 
aging, and the many other diseases 
which have reached the front pages 
due to organization and national cam- 
paigns on their behalf. 

We administrators, I suspect, have 
felt comfortable about tuberculosis 
because we have heard and read so 
many reassuring statements. We 
have heard of the new wonder drugs 
and their great potential for cure. 
While we have probably continued 
through habit to buy the usual num- 
ber of Seals at Christmastime, we 
have been relaxed by the impression 
that tuberculosis is on its way out. 


Facing Facts 


In the course of digging up ma- 
terial for this paper, I found that 
tuberculosis, in spite of progress, 
is not finished as a problem of public 
concern. So tuberculosis workers had 
better get after us in the welfare field 
alittle more aggressively and force us 
to face the real facts of the situation. 

But some tuberculosis workers, too, 
need to learn to act in accordance with 
the facts. For example, last winter, 
in view of diminished need for insti- 
tutional facilities for the tuberculous, 
a proposition was made before our 
state legislature to close a state-oper- 
ated facility and turn it over to one 
of the counties for a general hospital. 
The facts were all on the side of clos- 
ing the facility, for even without it, 
we had more than enough tubercu- 
losis beds, and its closing would be 
@ good economy for the taxpayers. 

Representatives of eight local 


tuberculosis associations opposed the 
closing. Their opposition amounted 
to an emotional outburst which re- 
minded me of a verse: 


“Woodman, spare that tree, 
Touch not a single bough, 
In youth it sheltered me, 
And I'll protect it now.” 


So, while you are presenting the 
facts to us in the welfare field, I hope 
you will also be guided by facts rather 
than emotions. 

Things have been happening in the 
medical care part of our welfare pro- 
gram in the matter of tuberculosis 
case finding. Our department is en- 
couraging the 66 local public welfare 
departments in the state to work out 


plans with local health officials and ~ 


heads of local tuberculosis associa- 
tions to make it possible for public 
assistance recipients to participate in 
community chest X-ray surveys con- 
ducted throughout the state. 

We are encouraging welfare de- 
partments to send to their recipients 
copies of announcements of X-ray 
surveys conducted jointly by the state 
and local health departments and the 
voluntary agencies. These and other 
informational materials will be sent 
to the recipients along with their 
monthly assistance checks. 

Special arrangements will be made 
for the transportation of recipients, 
especially the aged and handicapped, 
through cooperation of local tuber- 
culosis associations and health offi- 
cers. In their visits to local public 
welfare departments, state department 
representatives are emphasizing the 
importance of the case-finding pro- 
gram and the need to take advantage 
of the forthcoming surveys in their 
areas. 

Needless to say, we would also wel- 
come stimuli from state and local 


Raymond 
j W. 


Houston 


Mr. Houston is New York State Commis- 
sioner of Social Welfare. A native of lowa, 
Mr. Houston holds degrees from Cornell 
College, lowa, and the Union Theological 
Seminary. He entered social service work in 
New York in 1926 and held various positions 
with private and public agencies prior to 
his appointment as social welfare commis- 
sioner in 1954. Mr. Houston currently is a 
member of several official New York State 
welfare organizations. His article is a con- 
densation of a talk he gave at the 1956 
Annual Meeting of the National Tubercu- 
losis Association, in New York City. 


tuberculosis associations and from 
state and local health departments. 
Probably, in some instances, such 
additional stimuli will be necessary to 
accomplish successful surveys. 

At this point, let me give you some 
interesting data on incidence of tuber- 
culosis in one group of public assist- 
ance recipients. As you are aware, the 
Federal Social Security Act was 
amended in 1950 to create a new cate- 
gory entitled “Assistance to the Per- 
manently and Totally Disabled.” We 
have shortened this title in New York 
State and call it the Aid to the Dis- 
abled Program. Under it we are 
presently caring for 40,000 persons. 


All Chronic Disease Present 


In this group are found all types of 
chronic illnesses and disability found 
in the general population, and it pre- 
sents a fairly reliable index of medi- 
cal causes preventing persons from 
employment and financial independ- 
ence. About 20 per cent of the group 
suffer from a form of cardiovascular 
disease ; about 35 per cent suffer from 
chronic pulmonary disease, of which 
90 per cent is pulmonary tuberculosis ; 
about 10 per cent have orthopedic or 
neurologic disorders; about 20 per 
cent have neuropsychiatric disorders. 
Despite the hopelessness indicated in 
the federal title, we have divided the 
40,000 into two groups, the non- 
rehabilitatable and the potentially 
rehabilitatable. 

The percentage of those who are 
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rehabilitatable varies, of course, in 
each diagnostic category. We believe 
that about 40 per cent in the cardio- 
vascular group can be considered re- 
habilitatable, about 65 per cent in the 
orthopedic group, and about 50 per 
cent in the neuropsychiatric group. 
But in the tuberculosis group the 
estimate is about 90 per cent, a high 
‘degree of hopefulness. 

Since April, 1954, we have been 
analyzing the intake in the Aid to 
the Disabled category in New York 
City. During this period the total 
number of new cases accepted in New 
York City declined 33 per cent, but in 
the same period the number of tuber- 
culosis cases approved increased 20 
per cent. It would appear that this 
relative increase in the tuberculous is 
related to a decrease in demand for 
tuberculosis hospital beds and an in- 
creasing number of patients being 
treated at home on an ambulatory 
status with new drugs. Thirty-three 
per cent of all those placed on the 
rolls in April, 1954, who were re- 
habilitatable were tuberculous, but in 
January, 1956, 49 per cent of the re- 
habilitatable group were the tubercu- 
lous. 

In other words, as of January, 1956, 
half of the new cases received on the 
New York City disabled welfare rolls 
who should be followed because of 
potentials for rehabilitation were 
patients with tuberculosis. 


What Is to Be Done? 


Assuming that we have good case 
finding as a result of cooperation be- 
tween official and voluntary health 
and welfare forces, and knowing that 
the tuberculous are largely rehabili- 
tatable, what should you tuberculosis 
workers require of us and what can 
we expect of you? 

I suppose you should expect us to 
provide the basic economic support 
necessary for the afflicted person and 
his dependents, if any. For those 
outside institutions, you should ex- 
pect us to obtain and provide neces- 
sary medical care for the patients and 
their families. I assume you should 
also require that when institutional 
care is involved, we help meet the 
economic needs of the family while 
the patient is away and that we 
encourage use of the institutional 


facility when it is clinically indicated. 

In turn, we in public welfare should 
expect that where institutionalization 
is necessary, it is provided by public 
health departments or by funds made 
available by the tuberculosis forces, 
since we cannot pay for it. With re- 
spect to the rehabilitatable, I suspect 
that the greatest problems are restor- 
ing confidence and retraining. But 
these processes are not easy, particu- 
larly with those who qualify for aid 
to the disabled. 

In the process of qualifying, these 
people have helped us prove that they 
are in fact permanently and totally 
disabled. To point out to them that 
there is hope, and that physical resto- 
ration is possible, is to threaten the 
economic security which some of 
them may have accepted as assistance 
recipients. This can be upsetting. To 
create the spark of hope and to stimu- 
late the desire for restoration to 
physical and economic self-sufficiency 
require all the skill that the welfare 
and health services, working as a 
team, can muster. 


Rehabilitation Funds Needed 


I hope that while the welfare agen- 
cies continue to provide basic eco- 
nomic support, some of the local 
tuberculosis associations, at least, can 
meet some of the extra costs involved 
in rehabilitation. Although it is true 
that the vocational rehabilitation pro- 
gram extends services to the tubercu- 
lous, these services are limited by lack 
of both funds and personnel and by 


the fact that the program serves only © 


those with reasonably good employ- 
ment potentials. 

But since increasing possibilities 
even for partial employment is also 
important, can there not be close liai- 
son between the local welfare depart- 
ment and the local tuberculosis asso- 
ciation so that the association can 
assume certain costs when vocational 
rehabilitation either cannot accept the 
patient or cannot do the whole job? 
The association might pay for tuition 
for a retraining course, for tools for a 
new kind of occupation and instruc- 
tion in it, for establishing the person 
in a new small business on a tem- 
porary subsidy basis, or perhaps for 
relocating the person and his family 
in a new and better living situation. 


Lastly, I would like to express my 
concern about where we may be head. 
ing in connection with care of the 
aging among the tuberculous. As oy; 
case finding becomes more effective 
and treatment methods reduce the 
death rate, apparently there will be 
a larger percentage of aging people 
who have had tuberculosis and whose 
disease may or may not be stabilized, 
We shall wish to care for them and 
to keep them as happy and fully occu. 
pied as possible, but at the same time 
we shall wish to assure ourselves that 
they are not unsuspected sources of 
new infection among their contacts, 
It may be that some of the tuber. 
culosis treatment facilities now being 
closed will have to be used as homes 
for the aging tuberculous as one step 
in the final eradication of the disease, 

This is a social as well as a medi- 
cal program, hopefully one that could 
be explored by national and state 
tuberculosis associations. Reporting 
the facts of that exploration to the 
public and the welfare peopie, and 
advising us how best to meet the 
situation, would be an important pub- 
lic service. 

I am sure there are many other 
vital tasks in which the tuberculosis 
worker’s know-how, experience, and 
wisdom are needed for what all of us 
hope may be the final phase of one of 
the oldest and greatest health move- 
ments of our time. 


New PHS Center 
for Aging Research 


The U.S. Public Health Service has 
established a Center for Aging Re 
search in the National Institutes of 
Health as part of a program to co 
ordinate and accelerate all its activi- 
ties dealing with the older person. Dr. 
G. Halsey Hunt has been appointed 
director of the center, which will c- 
ordinate current research projects and 
stimulate urgently needed new oneés. 

The PHS program will help unr 
versities, medical schools, and other 
research institutions set up compre 
hensive research centers on the prob- 
lems of the aging, to be partly sup 
ported by grants from the National 
Institutes of Health. 
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Kansas Welfare Program 


The Kansas Department of Social Welfare Is Making an 


Important Contribution to TB Control Because It Takes 


Although the Kansas Public Wel- 
fare Program does not have a special 
assistance category designed solely 
for the needy tuberculosis patient and 
his family, we do provide assistance 
and service to those who are eligible. 

The public assistance program pro- 
vides financial aid so that no eligible 
person need fall below a minimum 
standard of living. This is the pri- 
mary function of a public assistance 
program, but a strictly shortsighted 
economy can make the philosophy 
as limited as were the old poor laws. 

The use of maximums or percent- 
age payments which, in effect, reduce 
payments already at a minimum sub- 
sistence standard places the client in 
the unhealthy position of having to 
live on less than the amount neces- 
sary for a minimum standard com- 
patible with decency and health. This 
will endanger his health, that of his 
family, and of his community. 


A Broad View 


If we take a broad view of the pub- 
lic assistance program, we shall 
recognize the intellectual, emotional, 
and other needs of an individual as 
well as his health and financial needs. 
We shall subscribe to the principle 
by which we help the individual re- 
gain his place as a contributing mem- 
ber of society through the most effi- 
cient use of the resources available, 
both his own and those of interested 
persons and agencies in the com- 
munity, 
_ Public welfare departments have an 
important and positive service to offer 
in helping to control tuberculosis. 

€ monetary assistance given the 
family not only feeds, clothes, and 
shelters them, but can also ease the 
Patient’s worry and tension so that he 
may benefit more fully from his medi- 
cal treatment. It is necessary for 


‘q@ Broad View of Public Assistance Programs 


members of the family to have an 
adequate and balanced diet in order 
to fight off disease and maintain their 
own health. The patient may well 
have more concern about his family’s 
welfare than his own, and if he is 
worried about his family he cannot 
receive full benefit from the treatment 
for his tuberculous condition. 

The functions of the assistance pro- 
gram with respect to tuberculous 
patients and their families are: 

To provide to eligible individuals, 
through money and services, the help 
needed to keep the family together. 

To help them live safely within the 
limitations imposed by the disease. 

To develop, insofar as possible un- 
der existing law, regulations, and 
financing, the patients’ resources and 
abilities in order to help them to be- 
come useful to themselves, their fam- 
ilies, and society. 

If the family’s financial needs can 
be met and the agency, through co- 
operative planning and counseling, 
can help the family realize the most 
from the resources available to them, 
an essential part of the rehabilitation 
program is accomplished. 


How Kansas Does It 


In Kansas the federal categories of 
assistance and general assistance, as 
well as services to children, to the 
blind, and for institutional patients, 
are all available at the county level 
through one agency. It is not neces- 
sary to point out that this arrange- 
ment makes possible an efficient plan 
with needy families for the utilization 
of the assistance and service program 
best designed to meet their needs. 

Recently one of our county welfare 
departments had an application for 
assistance from a family that included 
a disabled husband, his tuberculous 
wife, and their four children. The 
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Mr. Dixon is director of the Division of Pub- 
lic Assistance, Kansas State Department of 
Social Welfare. A graduate of the University 
of Kansas School of Social Work, Mr. Dixon 
has worked in public assistance programs in 
Kansas, at both county and state levels, since 
the end of World War Il. 


mother was sent to a_ tuberculosis 
sanatorium while the county welfare 
department provided care for the chil- 
dren. When the mother returned from 
the sanatorium, she said she would 
like to work and help support the 
family. Meanwhile, the husband’s 
physical condition required hospital- 
ization, which was furnished by the 
county welfare department. In co- 
operation with the county department, 
the vocational rehabilitation agency 
planned a training course with the 
mother, in which she is currently en- 


_ gaged. This training course was in- 


terrupted by another illness, for 
which medical care was again pro- 
vided by the agency. Subsistence 
needs continue to be provided for the 
family by the county welfare depart- 
ment. However, the prognosis in this 
situation appears to be very good for 
employment, and it appears that this 
family will be held together and will 
once again be contributing members 
of society as a result of the coopera- 
tion between the welfare agency and 
the vocational rehabilitation agency. 

For effective rehabilitation of a 
person, efforts must be made to utilize 
the resources available to him to suc- 
cessfully achieve new goals and ob- 
jectives. At the same time, a public 
program is limited both by law and 
by the amount of funds available for 
that service and other services it is 
obligated to perform. The apparent 
and often real conflict of these needs 
and obligations may at times be the 
source of misunderstandings and 
frustrations. 

Each individual and organization 
involved in the work of tuberculosis 
control must be willing to look at his 


own program and to state clearly 
what he can and cannot do. Each has 
a responsibility to accept the real and 
factual limitations mentioned. Agen- 
cies may use advisory committees to 
study their health and welfare pro- 
grams, their problems, and their limi- 
tations. The advisory committee not 
only provides a fresh look at the pro- 
gram, but it is also an effective means 
of gaining public understanding and 
support for needed changes. 


Informing the Public 


Frank recognition of the assets and 
limitations of all the programs in- 
volved can lead to a more accurate 
and dispassionate appraisal of them. 
Dr. Joseph B. Stocklen and an out- 
of-state staff recently made an ex- 
tensive survey of tuberculosis control 
facilities in Kansas. We are awaiting 
with interest his report. When the 
programs are viewed in this light and 
compared with the work to be done, 
the public can be informed of the 
needs. When the public has been 
given the facts, they have always re- 
sponded in direct proportion to their 
understanding of those facts. 

At the time a person in Kansas is 
discovered to be in need of hospital- 
ization for tuberculosis, the county 
welfare department may be asked to 
determine his Kansas residence. This 
is sometimes the first contact between 
the agency and the patient’s family. 
At the time of this contact, the public 
assistance agency representative may 
offer the services of the county wel- 
fare department, including, when in- 
dicated, a determination of financial 
eligibility for assistance, and counsel- 
ing with the family about their imme- 
diate social and financial problems. 
The social worker may help the fam- 
ily consider questions such as these: 

How is the patient to get to the 
sanatorium ? 

Should he go by family car, by 
ambulance, or by common carrier? 

Should his wife accompany him to 
assist during the trip and admission? 

If she does, what arrangements can 
be made for care of the children? 

Will the family continue to live in 
their present home? 

Is it adequate for their needs? 

Should there be a change? If so, 
how can this be accomplished? 


Will there be a need for public 
assistance for the family while the 
patient is undergoing treatment? 

Finally, there will be a discussion 
with the family about their plans for 
the time of the patient’s return to the 
community. 

The patient may be referred by the 
public health nurse, who is able to in- 
dicate to the agency her impressions 
of the family’s needs for finances and 
services. In counties where there is 
no county health nurse, the social 
worker may be called upon to help 
the doctor or hospital by implement- 
ing instructions such as those for 
limitation of activity, diet prescrip- 
tion, etc. In some instances it is neces- 
sary to arrange for follow-up in 
health services for other members of 
the family. 

The problems of the family may 
include a failure to realize what the 
disease means to them and to the 
patient. Consultation with the public 
health nurse or the physician can help 
the social worker in his planning with 
the family. A better understanding 
of the assistance planning process 
may in turn be helpful to the public 
health nurse in her work with the 
family. 

Cooperative consideration with the 
vocational rehabilitation agency at all 
levels may indicate need for modifica- 
tion of policy and practice in either or 
both agencies. The social worker and 
the vocational rehabilitation consultant 
should confer about their mutual in- 
terests with the family, but there 
should also be higher-level planning. 

For example, in our state, as the re- 
sult of such planning, the vocational 
rehabilitation agency will provide such 
supplemental subsistence during the 
training period as is necessary, and the 
public assistance agency will continue 
to grant assistance at, at least, the same 
level it was granted prior to the train- 
ing plan. It is also possible to extend 
certain financial limitations in public 
assistance eligibility requirements for 
persons in approved rehabilitation 
plans. 

The employment service can per- 
form an important function in locating 
a position suited to the patient’s needs, 
as well as in finding a suitable person 
for an open position. 

The voluntary agency has a tremen- 


dous responsibility in the area of pub. 
lic education regarding the needs jn 
tuberculosis control. It is often effec. 
tive as a coordinator between other 
agencies and at times may fill gaps in 
service which existing public agencies 
cannot fill because of financial or 
statutory limitations. 

The tuberculous patient and his 
needy family have the usual public 
assistance problems besides those which 
are unique to the disease. The alert 
agency looks at each family individu. 
ally, and the competent worker fits the 
service to meet the need. Not all helpful 
services are complex. Proper nutrition 
is especially important in a home where 
there is or has been tuberculosis, It 
isn’t unusual for a family to need some 
help with food planning. The social 
worker should assist them in getting 
help from either agency or community 
resources. For example, our public 
assistance standards analyst, trained in 
home economics, has prepared sug- 
gested menus and shopping guides for 
individual family situations. A skillful 
social worker can use this material with 
the family to help maintain an adequate 
and proper diet in a family’s adjust- 
ment to the standard of living available 
in our assistance program. 


Medical Care Essential 


We believe it is essential that public 
assistance clients receive necessary 
curative and preventative medicines 
and surgery. If we ignore our responsi- 
bility for providing adequate medical 
care in cooperation with the medical 


’ profession and other interested agen- 


cies, the resulting neglect of treatment 
will in turn be more expensive for the 
public assistance agencies. In addition 
to the humanitarian aspects, we believe 
that it is more expensive for a com- 
munity not to provide such care. This 
is certainly true in a disease like tuber- 
culosis, where neglect in an individual 
case may result in many others being 
dependent in one way or another upon 
public support. 

Because joint planning permits vol- 
untary and official agencies to take into 
account both the special and the gen- 
eral problems involved in tuberculosis 
control and patient rehabilitation, the 
agencies are likely to be more success 
ful in rehabilitating patients when they 
plan together. 
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The Local Health Department and the 
Tuberculosis Association Have Cooperated 


in a Program to Provide Mobile X-Ray Service for . . . 


Since the local labor supply is en- 
tirely inadequate to harvest the winter 
vegetable crops, migrant labor is im- 
portant in the economy of Dade 
County, Florida. 

Late in November the migrant labor- 
ers begin to arrive. Many are Puerto 
Ricans brought in by the growers, 
some are Mexicans brought in from 
Texas, and some are American Ne- 
groes. By the end of December the 
migrants fill the camps; in late March 
or early April they begin to drift home, 
or to other labor areas further north. 

Each year the Dade County Tuber- 
culosis Association and the health de- 
partment worked together to provide 
a mobile X-ray unit service to the 
migrants. This year, for the first time, 
complete follow-up was obtained on all 
“definite” and “suspicious” tubercu- 
losis found in the X-rays, making it 
possible to appraise results in cases 
found, to estimate the potential number 
of cases in the migrant group, and to 
attempt an evaluation of factors con- 
tributing to tuberculosis in the group. 

The number of migrants accepting 
X-rays has grown steadily, but is still 
far from 100 per cent—this year only 
1,108 X-rays were made in a group 
estimated at around 10,000. 


Follow-Up Procedures 

Originally the mobile unit was sent 
to the camps at the time of year when 
the largest number of workers would 
be present, but this year a slightly 
earlier schedule was arranged to permit 
more time for follow-up before the 
migrants began to leave the camps. 
Follow-up is considered “complete” 
when a 14” x 17” X-ray has been given 
or when, in the case of persons leaving 
the area, a forwarding address has been 
obtained so that the State Board of 
Health is able to notify authorities in 


‘Dade County Migrants 


the area to which the migrants have 
moved. 

Follow-up, however, presents many 
problems. Migrants entering the camps 
do not register, often are known by 
several names, and drift from camp to 
camp. Some groups establish their own 
camps, meaning that their names and 
whereabouts may never be known. 
Many of the Puerto Ricans speak only 
Spanish. Furthermore, distance and 
inconvenient travel facilities keep many 
migrants from reporting to the health 
department clinic when requested to 
do so. 


Pathology Found Is Listed 

X-rays are read in the office of the 
Director of Tuberculosis Control of 
the State Board of Health in Jackson- 
ville. Pathology found is listed, and the 
lists are sent to the local health depart- 
ment and to the tuberculosis associa- 
tion. Follow-up is done by the health 
department, whose tuberculosis division 
prepares separate lists for each camp, 
one copy going to the district public 
health nurse and one to the clinic 
supervisor, who checks off the names 
as 14” x 17” films are made and reports 
the results to the field nurse. 

This year 42 names appeared on the 
lists because of “definite” or “sus- 
picious” tuberculosis, non-tuberculous 
pathology, or, in five cases, because the 
films were unsatisfactory. 

The first list received from the board 
of health included one case of definite 
tuberculosis. The field nurse was noti- 
fied by telephone. The next day the 
patient was sent to the clinic, and when 
his condition was explained to him, he 
went directly to the Chest Unit at 
Jackson Memorial Hospital. 

On the second list there were two 
“definites” who were hospitalized with- 
in three days. With the exception of 


by Frances Alderdice, R.N. 


Miss Alderdice is local field supervisor, Dade 
a7 Health Unit, Florida Department of 
ealth. 


two men in the “non-tuberculous 
pathology” category who had left camp 
and could not be found, follow-up was 
undertaken on the remaining 39. 

Of the 24 listed as “suspicious,” 22 
were given 14” x 17” X-rays; the other 
two returned to Puerto Rico and to 
Texas, but their home addresses were 
obtained. Of the 22 for whom the 
large films were made, four were found 
to have tuberculosis. Two were hos- 
pitalized and two returned to Puerto 
Rico. 

In a camp of about 100 men all were 
X-rayed and four suspicious X-rays 
were found. Two active cases were 
found on the large X-ray, one was hos- 
pitalized, and one returned to Puerto 
Rico without entering the local hos- 
pital. One of the “suspicious” cases 
returned to Puerto Rico before the 
large film could be made. Only one of 
the four is known to be negative. 

A summary of the follow-up results 
shows that five men were hospitalized 
in the local hospital; of these, two are 
in the Southeast Florida Tubercu- 
losis Hospital, one returned to Puerto 
Rico for treatment, one returned to 
Texas, and one, found not to have 
active tuberculosis, was discharged 
from the hospital. 

Six men have been classified as 
observation cases, to be X-rayed again 
before leaving the area. Sputum speci- 
mens sent to the laboratory were nega- 
tive. A boy of 16 included in the 
“non-tuberculous pathology” group 
was found to have a definite healed 
primary lesion; because of his age he, 
too, will be X-rayed before he leaves. 


Factors in Success 

Among the factors contributing to 
the satisfactory conclusion of the sur- 
vey are the extended service program 
given by the health department to the 
migrant camps and the tuberculosis 
association’s continuing educational 
program, which is showing definite re- 
sults in winning more active coopera- 
tion from both camp owners and the 
migrant laborers. This year the owners 
demonstrated increased interest by pro- 


viding transportation to the clinic and 
sending an interpreter with each non- 
English-speaking group. Health de- 
partment nurses obtained excellent 
cooperation from all concerned. 

In addition to these factors, a tuber- 
culosis hospital to which cases can be 
admitted and county commissioners 


who know the importance of removing 


people with active tuberculosis from 
contact with others have contributed 
greatly to the success of the survey. 


Follow-up results showed seven 
cases of definite tuberculosis. If seven 
cases were found among 1,108 workers 
who had X-rays, how many cases 
might be found among the thousands 
of migrants who travel from place to 
place and might be spreading their dis- 
eases from Maine to Florida? 


PHS to Conduct 
National Iliness Survey 


The U. S. Public Health Service 
will conduct a yearly survey of illness 
and disability in the general popula- 
tion, as authorized by the last Con- 
gress. Using scientific, door-to-door 
sampling methods, the PHS will 
gather accurate information on the 
amount, distribution, and effects of 
illness and disability, and the medical 
services received. 

Dr. Forrest E. Linder, formerly 
chief of the Demographic and Social 
Statistics Branch of the United Na- 
tions Statistical Office, will direct the 
program. 


Brooklyn Health Course 


The largest registration for any 
health course offered to teachers in 
New York City for in-service credit 
has been chalked up by the Brooklyn 
Tuberculosis and Health Association 
for its free 15-lecture series “Health 
Education—an Integral Part of the 
Teaching Process.” Approved by the 
Board of Education, the course is 
designed to help elementary and high 
school teachers to understand the 
everyday health problems of their 
students and to make an over-all 
health program a part of everyday 
classroom routine. 
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NLN-NTA Committee on 
TB Nursing Meets 


The National League for Nursing- 
National Tuberculosis Association 
Committee on Tuberculosis Nursing 
met on November 2. This committee, 
which guides the work of the Tuber- 
culosis Nursing Advisory Service, is 
composed of four NLN representa- 
tives and 11 representatives from the 
NTA Board of Directors, the Amer; 
ican Trudeau Society, the National 
Conference of Tuberculosis Workers, 
and others. 

The committee was gratified to 
learn that 22 states and seven local 
leagues for nursing and tuberculosis 
associations have established inter- 
organization committees on tubercu- 
losis nursing. It also recommended 
wide distribution of the TNAS’s 
“Philosophy of Education for Tuber- 
culosis Nursing,” which includes care 
of other long-term illnesses. 


National Health Council 
Plans Annual Meetings 


“Better Mental Health—Challenge 
to All Health Services” will be the 
theme of the 1957 National Heaith 
Forum, of the National Health Coup. 
cil, to be held March 20-22, in Cip. 
cinnati, Ohio, at the Hotel Hilton 
Plaza. Speakers at the five general 
sessions will discuss threats to mental 
health and methods for improving jt 
in American life today. Simultaneous 
group discussions will try to deter. 
mine specific measures that health 
agencies, other organizations, and in- 
dividual citizens can take to better 
mental health. 

In addition to the Forum, the Na- 
tional Health Council will hold its 
37th Annual Meeting on March 22, 
and the National Advisory Committee 
on Local Health Departments will 
hold its 9th Annual Meeting on 
March 19. 


T HIS open-air cottage, the beginning of Health. 
win Hospital, the St. Joseph County, Indiana, 
tuberculosis hospital, will be restored and placed 


A Humble 


in front of the hospital's administration building. 
The 12-by-14-foot cottage was given to the 


county by the Indiana Tuberculosis Association 


Cottage 


Is Restored 


after the county's first Christmas Seal Sale in 
1908. Restoration, which will include installing the 
original furnishings, is being undertaken by @ 
committee appointed by the St. Joseph County 


Tuberculosis League. Committee members Louis 
Block, Mrs. Minnie Kroeger, and Mrs. Gilbert 
Young are inside the cottage. 
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Editorial 

(Continued from page 2) 
than a million-dollar increase in the 
Christmas Seal Sale in 1955 compared 
with 1954. 


The premature conclusion that the 
tuberculosis problem has been so well 


‘solved that case-finding procedures, 


hospitalization, nursing supervision, 
and rehabilitation programs can be 
markedly curtailed, and appropria- 
tions diverted to other purposes, has 
been manifested principally by certain 
state and local commissioners of 
health and other professional public 
health personnel. It had been mani- 
fested originally, and alarmingly, 
among the official agencies at the na- 
tional level a few years ago, but 
through intensive activities on the 
part of the NTA, bolstered by excel- 
lent support from state and local 
tuberculosis associations, this un- 
fortunate tide was stemmed and even 
reversed. This was especially true 
with regard to the need for further 
laboratory and epidemiologic tuber- 
culosis research. 


This trend does not mean that the 
NTA and those affiliated associations 
in areas with more favorable rates 
should not continue to develop an ex- 
tension of program into the entire 
field of respiratory diseases in a sound 
and conservative manner. It does 
mean, as the Board of Directors of 
the NTA has repeatedly emphasized 
in approving such cautious extension, 
that our principal endeavors still must 
be directed to our main interest— 
namely, continuing to strengthen our 
tuberculosis control program until 
there is no further transfer of infec- 
tin from the infected to the non- 
infected. 


We also must find some means of 
keeping the more than fifty million 
citizens of the United States who are 
already infected from breaking down 


into active, infectious tuberculosis. At 


the present rate of development of 
active disease among these already 
infected individuals, some two and a 
half million cases of TB will arise 
during their lifetimes, and they, in 
turn, will pass on their infections to 
additional generations. 

Will treatment of infected individ- 


Moyamensing Prison, Philadelphia, guards 


T 
A Ramsey, Elias, Brickett, Burke, Barford, and 


X-rays at 


Boyd get instruction from X-ra 
George McCord, of the Philadelphia Tubercu- 


technician 


losis and Health Association, in taking chest 


Philadelphia 


X-rays. The portable X-ray unit was presented by 
the Philadelphia Tuberculosis Association to the 


Department of Health, who in turn presented it 


Prison 


to the prison. When the guards’ training is com- 


pleted, they will begin to X-ray the prison's 
18,000 annual admissions. 


uals with isoniazid stop or delay this 
progression? The careful studies now 
in progress should tell us whether or 
not this possibility can be realized. If 
isoniazid is not the answer, can we 
develop some other drug or combina- 
tion of drugs that will eliminate the 
virulent human tubercle bacilli which 
these individuals are harboring? 

In the meantime, the tried and true 
methods of control must be main- 
tained and further strengthened— 
case finding among the more produc- 
tive groups, skilled medical care of 
those found ill with tuberculosis, 
periodic adequate supervision for the 
rest of their lives, the use of BCG vac- 
‘cine among those groups in the popu- 
lation experiencing unusual exposure 
to the disease, and constant educa- 
tional programs hammering away day 
after day, week after week, at the 
public concerning the continued seri- 
ousness of the problem and the need 
for continued support. 


Hospital Admissions 
Triple in 20 Years 


Almost three times as many Amer- 
icans are admitted to hospitals today 
as were 20 years ago, the Health In- 
formation Foundation reports. Then, 
six out of every 100 were hospital- 
ized sometime each year; today, the 
rate is 13 per 100. 

Although new hospital construction 
and additions to existing units have 
barely kept up with population 
growth, improved surgical procedures 
and new drugs have decreased the 
average hospital stay, permitting 
wider use of each bed. Of the 21 mil- 
lion Americans hospitalized in 1955, 
95 per cent were admitted to general 
hospitals; approximately 2 per cent 
entered mental and psychiatric insti- 
tutions ; and 3 per cent were admitted 
to other specialized treatment and 
care centers. 
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Dr. Bellinger, Former 
ATS President, Dies 


Dr. Grover C. Bellinger, retired 
superintendent of the Oregon State 
Tuberculosis Hospital, died on Octo- 
ber 24, at 72. Dr. Bellinger was a 
vice president, member of the execu- 


tive committee, and long-time director 


of the National Tuberculosis Asso- 
ciation ; and president, member of the 
executive committee and advisory 
board, and long-time council member 
of the American Trudeau Society. 

A graduate of the University of 
Oregon medical school, Dr. Bellinger 
became head of the Oregon tuber- 
culosis hospital in 1913, and remained 
there until his retirement in 1954. 
During these four decades, the hos- 
pital’s capacity grew from 50 to 306 
beds. 


Former NTA Board Member, 
Maurice Yates, Dies 


Maurice Yates, member of the 
Board of Directors of the National 
Tuberculosis Association from 1947 
to 1956, died on November 25. Mr. 
Yates was past president of the Ing- 
ham County (Mich.) Tuberculosis 
and Health Society, past president of 
the Michigan Tuberculosis Associa- 
tion, and a member of the Executive 
Board of the Michigan association. 


A New World's Record? 


In the November BULLETIN, on page 
152, we asked, “Is it a world’s 
record?” in regard to the Stark 
County (Ohio) Fair X-ray survey. 
The Tuberculosis Institute of Chi- 
cago and Cook County tells us that 
the answer is no. Stark County 
X-rayed 1,956 people in 12 hours, or 
2.6 a minute. On September 12, 1956, 
Chicago X-rayed with one unit 1,457 
persons in 7 hours, or 3.5 a minute; 
a nearby unit took 1,198 X-rays dur- 
ing the same period, for a grand total 
of 2,655. Any other contenders? 


Mrs. Henrietta B. Crockett, execu- 
tive secretary of the Montana Tuber- 
culosis Association from 1932 until 
her retirement, died on November 20, 
at the age of 78. 


Miss Amy Rogers, field secre 


tary of the Arizona Tuberculosis and 
Health Association since 1947, died 
on November 28 after a long illness. 
Before joining the Arizona associa- 
tion, she was executive secretary of 
the Cattaraugus County (N.Y.) Tu- 
berculosis and Public Health Asso- 
ciation. 


The staff of the Henry Phipps In- 
stitute recently gave a luncheon in 
honor of Dr. Frank A. Craig’s 80th 
birthday. In addition to his many 
years’ service with the Institute, Dr. 
Craig was first president of the Penn- 
sylvania Trudeau Society, and is a 
member of the executive committee 
of the board of the Pennsylvania 
Tuberculosis and Health Society and 
the Philadelphia Tuberculosis and 
Health Association. 


Miss Lois Ann Miller, former ex- 
ecutive director of the Garfield 
County (Okla.) Tuberculosis Asso- 


ciation, has been named program 


director of the Oklahoma Tubercu- 
losis Association. 


The Florida Tuberculosis and 
Health Association announces the ap- 
pointment of two field consultants: 
Mrs. Florence Abel, former executive 
secretary of the Clatsop County 
(Ore.) Tuberculosis and Health Asso- 
ciation, and Marion L. Keener, for- 
merly executive director of the 


Marion County (West Va.) Tubercus 
losis Association. 


Mrs. Irene Jordan, who is new 
the field, has been appointed exegy. 
tive secretary of the Pottawattame 
County (Iowa) Tuberculosis ang 
Health Association. 


The Board of Directors of the 
Shreveport Tuberculosis League ang 
many local citizens will honor Mg 
Meyer Benson, president of the 
League, for her 46 years of service 
in TB work. Among the tributes wij 
be an oil portrait of Mrs. Meyer, tg 


“be hung in the Pines Sanatorigg 


which she founded in 1916, anda spe- 
cial citation from the mayor. 


Dr. J. Gurney Taylor, former mem 
ber of the NTA Board of Directogs 
and former president of the Wiscom 
sin Anti-Tuberculosis Association 
died on November 30, at 84. 


Dr. Thomas F. Sheehy, Jr., former 


acting medical director, Firland Sanaa 


torium, Seattle, has been appointed 
medical director of the sanatorium 
to succeed the late Dr. Daniel W 
Zahn. 


Miss Priscilla Steele, formerly ex- 
ecutive secretary of the Berkshire 
County (Mass.) Tuberculosis Asso- 
ciation, has joined the New Jersey 
Tuberculosis and Health Association 
as a field consultant. 


Clyde B. Rasmussen has been ap- 
pointed field representative for the 
Washington Tuberculosis Associa- 
tion, following six and a half years 
as health educator and field secretary 
for the Spokane County (Wash) 
Tuberculosis League. 


E. J. Gross, former con- 
sultant in program develop- 
ment for the Illinois Tuber- 
culosis Association, has been 
appointed assistant execu- 
tive director and director of 
program development of the 
association. 
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